MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 363+-029330
DEPARTMENT OF PUBLIC HEALTH AND WELF, E
Reqgistration District No. ____z_li;z__?rimnry Registration District No. %gjﬂf_ﬁegmﬂr'l Mo, £§ h STATE FILE NUMGER

DO NOT WRITE AMENDED mmmm-

OM THIS STUB PN
WL 191963 - 2. USUAL RESIDENCE (Whera deccazed lived. If institution: Residenca before

VS 300 a. COUNTY Ne‘vﬁ‘t on 8. STATE MO b. COUNTY Ne‘f’ ton sdminslon)
Rev. 4/59 b. CITY (If outsids corporate limils, give TOWNSHIP only} Length of stay in 1b .. CITY Tnaide Limit

OR B . .
own  Stella . | 2 weeks. om  Neosho Yes O No (X
1 0 7 30 c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If outside, give location) Reside on Farm
—_— HOSPITAL ADDRESS
25737 INSTITUTION. Cardvell liem. Lospitgim0O ner Route #3 Yes [} No O
q 3. NAME OF DECEASED Firsr Middle - Lost 4. DATE Month Day Year

(Type or prinr) CYNTHIA MEAD DS;TH July 3 ’ 1963

DATE AMENDED

5. SEX 6. COLOR OR RACE 7. Married [J Never Married [J 18. DATE OF BIRTH | - AGE {last binthday) [ IF UNDER 1 YEAR | IF UNDER 24 HR

/
5 9, Female White Widowsd If  Owerced 0 | 7] /15/18R2 80 Mortha ] Days | Houes [ Min.

13a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSIRY| 11. BIRTHPLACE {City and state or couniry) | 12. CITIZEN OF WHAT COUNTRY

HoftHa{y' pigretina e evenifretiedi | Housevife Floyd Co.,Kentucky|U.S.A.

128, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Logan Dineus Osborn Deceased
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addreas

(Yu,nrqe)runknownllllfyu.wivewnrnrdAN| Mrs. Minnie bleughter GOOden, Mo

18. CAUSE OF DEATH (Enter only one cauie INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (2} / M
Conditions, if .ny,] DUE TO (b} /.:

AN
o

DOCUMENT

which gave rise to
above cause ([a),
stating the under-
Iying cause last

INSTEAD OF

DUE TO (<)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to -the terminal -PART LIl If decassed weos female was
disease condition given in PART | (a) thare a pragnancy in last 90 days.

] O Yes l [J Ne I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 206, DESCRIBE HOW INJURY QCCURRED. (Enter nature of mjury in PART | or PART 1) of item 15.)
PERFORMED? O a (m]
YES[J NO D3

20c. TIME OF  Hour Month, Day, Year
INJURY a.m.
p.m.

20d. NJURY QCCURRED 20=. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, wreet, office bidg., etc.} .
NOT WHILE AT WORK ]

21. | attended the deceased lrum_(u_& — (P j 1o, 7"‘ 3 —'QLLand lant uwmaliva on 7'_ ? = j },

. -
Death occurred ot 9 hd 3 5 D, m on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGN E < {Degrae u_:hlitla) 7 22b. ADDRESS 22c. DATE SIGNED
/ ! = M/ dZcH T — P

T35, BURIAL, CREMARION, | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY T TOCATION (City, Tawn, o county) {State)
REMOVAL {Spac|fy) ) ‘

Burial 2/6/63 |T.0.0.F. Cemetery Neosho, Missourl
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REG;S"!AR'S SlGNA‘U%LL
Clark Funeral HCme HNeosho, Mo, -S43 Dt Ahel B

{Licensed Embalmer’s Statemant on Reverse Side) /,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

.

| hereby cerlify that the body whose name is recorded on the reverse side of this certificate was embeimed by me,

or by Student Embalmer No.

working under my personal supervision. W
Student Signad%/ LA

Signature of Student Embalmer
Licensed Embalmer Noﬂs/é
P. O. Addressed /X, /éé hod

Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA DWRITI?(G.%‘: to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




